Zenker's diverticulum represents a rare esophageal lesion developed especially in the elderly population due to herniation of esophageal mucosa above the cricopharyngeus muscle. The condition leads to food retention, regurgitation, aspiration, and dysphagia in affected patients. Progressive dysphagia also characterizes malignant diseases of the esophagus like squamous esophageal carcinoma that typically appears in male patients in the seventh decade of life, with a history of cigarette smoking and alcohol abuse.
Introduction
Zenker's diverticulum is a benign esophageal condition, quite rarely encountered in clinical practice with an annual incidence of two per 100,000 persons per year (1) . The condition typically affects the elderly population in the seventh decade of life, being uncommon before the age of 40, and it is more frequently described in males than females (1, 2) . In fact, Zenker's diverticulum or pharyngeal pouch is a pulsion diverticulum that results from the herniation of the esophageal mucosa on the posterior wall between the cricopharyngeus muscle and the inferior pharyngeal constrictor muscle (3).
Zenker's diverticulum is a false diverticulum, lined with stratified squamous epithelium and without any muscular layer. Morton and Bartney have devised a classification of diverticulosis based of dimension: small pouch (less than 2 cm), medium (between 2 cm and 4 cm), and large (more than 4 cm) (1, 4) . The majority of diverticula exhibit no symptoms and are discovered incidentally (5) . On the other hand, the presence of an esophageal diverticulum is associated with characteristic symptoms with variable degree of severity. The most common symptom is dysphagia which affects 80-90% of patients and shows a progressive increase (4, 6) . Food retention within the diverticulum may predispose to regurgitation and aspiration into the bronchial tree with subsequent dyspnea (4). Typical complaints for this type of pouch are loud swallowing of liquids, hoarseness, cough, and halitosis (4). Diagnostic tools used routinely consist of barium swallow studies and esophagoscopy. 
Case Report
A 56-years old male was admitted to our clinic for progressive dysphagia that began four months prior to presentation. Initially, dysphagia was reported to solid Taking into account the coexistence of two pathologies, Zenker's diverticulum and squamous cancer, the appropriate therapeutic approach was rather difficult to define. We choose to dilate with Savary bougies the stenotic esophageal process in order to pass the endoscope into the stomach (which presented a normal endoscopic appearance) and subsequently to refer the patient for surgical intervention.
Discussion
Dysphagia is an important symptom that should be urgently investigated because it could announce a benign as well a malignant disease. The most aggressive esophageal disease associated with the presence of dysphagia is esophageal cancer that carries a poor prognosis because it is usually discovered in advanced stages, either locally advanced or with distant metastasis (13) .
The most common type of esophageal cancer worldwide is squamous cell carcinoma, smoking and alcohol consumption being major risk factors (and factors also encountered in our patient) (12, 13) . We considered that the principal culprit for dysphagia development in this case was the esophageal tumor due to its obstructive nature, knowing that the endoscope cannot be passed through the tumor. On the other hand, the other pathology represented by Zenker's pouch was also responsible for the swallowing difficulties of the patient.
The coexistence of two diseases, both of them causing dysphagia, is quite interesting and challenging from therapeutic perspective. Our patient met the criterion regarding the age pattern for esophageal malignancy, which is the sixth decade of life, but not for Zenker's diverticulum, the pouch being discovered frequently after the age of sixty. The development of cancer within the diverticulum, "intradiverticular cancer," although a well-recognized phenomenon, is encountered very infrequently in this type of patient.
The other aspect that we reported here, the association of two different diseases consisting in esophageal pouch and middle esophageal carcinoma, were found to be completely coincidental (distinct conceptual profiles, with no relationship between the two pathologies) (14) . We chose to dilate the malignant stricture using Savary bougies for two reasons. On the one hand, a correct evaluation of the upper digestive tract, including stomach and inferior esophagus, was mandatory to assess the stricture length, and on the other hand, an improvement of the patient's nutritional status before surgical intervention was needed. Taking into account the absence of distant metastasis as well as of lymph nodes invasion, we considered the esophageal tumor potentially resectable and we referred the patient to the surgery department. 
Conclusions

